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immersion field and calculate the percentage of reticulocytes per 100 RBCs. Using an eye piece with an adjustable diaphragm reduces the field size and counting of cells is easier. [3] If such an arrangement is not available, pathologists prefer to insert a paper or cardboard with a hole in the eye piece to reduce the field size. We found an easier alternative method of reducing the field size. In this method, a small circle is made on the eye piece [ Figure 1a ] with a permanent marker pen. When seen with one eye, the circle appears in the field of vision [ Figure 1b ]. The reticulocyte count now can be easily done by counting the cells within the circle mark. Thus insertion of paper or cardboard with a hole is no more necessary. Further, if a similar circle is put on the other eye piece precisely of same size and at similar point as that of the first mark, then binocular vision is also possible. Both circles will concur in the field of vision. The marks can be easily erased after performing the reticulocyte count and redrawn later when required. To validate this method, we compared the results obtained on ten reticulocyte preparations. We included low-, normal-, and high-value samples [ Table 1 ].
The results obtained were statistically analyzed using Student's t-test. The analysis revealed t = 0.02815 and P = 0.488925. The result indicates that there is no significant difference between the reticulocyte count obtained by the conventional method and the present newer method. Hence, this method yields results similar to conventional methods and can be used routinely in hematology laboratories for reticulocyte count. 
Leiomyosarcoma of parotid gland
Editor, Primary sarcomas of the salivary glands are rare accounting for 0.3%-1.5% of salivary gland neoplasms and 1.5%-2.3% of malignant salivary tumors. [1] Leiomyosarcomas which are tumors of the smooth muscle cells are infrequently found in the head and neck region and are an exceptional find in the salivary glands.
We present the case of a 58-year-old woman, who, presented with a history of progressively increasing painless mass over the left side of face over a period of 1 year. Clinical examination revealed the mass to be over the left parotid and measured 3 cm × 3 cm. Magnetic resonance imaging of the head and neck region showed altered signal intensity in the superficial lobe of the left parotid gland, suggestive of a well-encapsulated neoplasm without any deep lobe or facial nerve involvement. Ultrasonographic examination of the abdomen did not reveal any mass in the abdomen or the female genital tract. Fine-needle aspiration cytology revealed cellular smears with features of malignant spindle cell neoplasm. Based on this, the patient underwent superficial parotidectomy of the left lobe. We were consulted for expert opinion on this case and provided with two paraffin blocks. The H and E slides showed salivary gland with a circumscribed tumor composed of spindle cells arranged in interlacing bundles and fascicles [ Figure 1a ]. The tumor cells had moderate cytoplasm and cigar-shaped nuclei. Tumor giant cells were noted along with brisk and atypical mitotic bodies [ Figure 1b ]. The margins were clear.
On immunohistochemical examination, the tumor cells strongly expressed smooth muscle actin [ Figure 2b ] and Desmin [ Figure 2c ] and were immunonegative for pancytokeratin [ Figure 2a ] and S100p [Figure 2e ]. Expression for Bcl2, [Figure 2d ], EMA [ Figure 2f ], and CD34 [ Figure 2g ] was focal. The proliferation index with Ki-67 was 20%-25% [ Figure 2h ].
Leiomyosarcoma, a soft tissue sarcoma, is generally seen in the female genital tract, extremities, and abdominal cavity and accounts for 7% of all soft tissue sarcomas. [2] LMS, though is known to arise from smooth muscle cells, is now increasingly recognized to originate from the myoepithelial cells and undifferentiated pluripotential cells. [3, 4] The rarity of leiomyosarcoma in the head and neck region may be attributed to relative paucity of smooth muscle in this area. In a clinical setting, a lump or mass which has not received a diagnostic label in the past that shows changes over a 3-6 week period must be urgently referred for histopathological examination. The diagnosis in our case was based on correlation of histologic features with the immunoexpression for antibodies for SMA and Desmin and its lack of expression for pancytokeratin and S100p. The tumor cells also showed focal expression for EMA, Bcl2, and CD34. Thus, the histologic differentials of various sarcomas such as malignant peripheral nerve sheath tumor, fibrosarcoma, angiosarcoma, rhabdomyosarcoma, and synovial sarcoma were excluded on the basis of expression of these IHC stains.
We consider our case to be a primary LMS of parotid gland as it fulfills all of the criteria of primary salivary gland sarcoma, namely, (1) the patient must not have, or have had, a sarcoma elsewhere; (2) a metastasis to the gland from malignancies of the skin or mucosa of the upper aerodigestive tract must be excluded; (3) the gross and microscopic appearances should be consistent with a primary origin, rather than invasion from the adjacent soft tissues; and (4) within the limits of the microscopic study of multiple sections, carcinosarcoma has to be excluded. [1] The treatment modality includes surgery with adjuvant radiotherapy. Our patient underwent superficial parotidectomy and is presently doing well. Figure 1: (a) Circumscribed spindle cell tumor adjacent to salivary  gland (H and E, ×100) (b) atypical mitotic activity (H and E, ×400) b a 
Figure 2: (a) Tumor cells negative for pancytokeratin ×100 (b) tumor cells positive for SMA (c) tumor cells positive for Desmin (d) tumor cells focal positive for Bcl2 ×100 (e) tumor cells negative for S100p ×100 (f) tumor cells focal positive for EMA ×100 (g) tumor cells focal positive for CD34 ×100 (h) Ki-67

Elizabethkingia meningoseptica peritonitis in continuous ambulatory peritoneal dialysis patient: A rare case report with diagnostic challenges
Editor, Elizabethkingia meningoseptica originally named as Flavobacterium meningosepticum and later as Chryseobacterium meningosepticum is a nonfermentative Gram-negative bacillus (GNB) that is widely distributed in nature. It is ubiquitously found in freshwater, saltwater, plants, soil, and food products. E. meningoseptica survives in chlorine-treated municipal water. Colonized sink basins and taps, saline solutions, disinfectants, and medical devices such as feeding tubes, arterial catheters, respirators, intubation tubes, and incubators for newborns are potential reservoirs of infection in hospital settings. [1] E. meningoseptica is a nonmotile, nonsporing, noncapsulated, catalase positive, oxidase positive, indole positive, nonfermentative, and obligate aerobe. It shows oxidative reaction in O-F glucose. It is negative for urease and nitrate. [2] It grows on enriched media only. [1] Difficulties in culture and misidentification on some automated laboratory platforms contribute to diagnostic challenge in cases with E. meningoseptica infection. However, with widespread use of matrix-assisted laser desorption/ionization time-of-flight (MALDI-TOF), mass spectrometry has resulted in improved and rapid identification of E. meningoseptica from clinical samples. Consequently, there is increased reporting of sporadic cases as well as outbreaks caused by E. meningoseptica all over the world.
Here, we present a case of peritonitis caused by E. meningoseptica in a continuous ambulatory peritoneal dialysis (CAPD) patient which presented diagnostic challenges due to its rarity and unusual growth pattern.
A 72-year-old male, a known case of type 2 diabetes mellitus for 25 years, systemic hypertension for 10 years, and chronic kidney disease stage 5 (diabetic nephropathy) on CAPD for 22 months, presented with abdominal pain, loose motion, and cloudy CAPD fluid. With a diagnosis of infective peritonitis, empirical antibiotic treatment through oral as well as intraperitoneal route was started. Total cell count of CAPD fluid was 12,500 cells/ mm 3 . Gram-stain of CAPD fluid revealed numerous pus cells. However, Ziehl-Neelsen stain and fungal stain were negative. After 24 h of incubation, culture revealed pure and heavy growth of nonlactose fermenting (NLF), smooth colonies on MacConkey agar (MA) [ Figure 1a ], and nonhemolytic smooth colonies on blood agar (BA) [Figure 2a ]. Colony smear from both the plates showed Gram-negative bacilli [ Figure 2b ]. Identification and antibiotic sensitivity testing was done by VITEK-2 compact (BioMerieux) using GNB identification card (GN 21 341) and AST card (AST-N281), respectively. The organism was identified as E. meningoseptica which was resistant to all the antibiotics tested, except cefoperazone + sulbactam, ciprofloxacin, levofloxacin, minocycline, and co-trimoxazole.
However, we requested for the second sample taking into account the rarity of published literature on E. meningoseptica in CAPD fluid. The same was received after 3 days. The second CAPD fluid sample also yielded heavy growth of NLF colonies on MA after 24 h of incubation [ Figure 1b ]. Identification and antibiotic sensitivity resulted in the same organism with the same sensitivity pattern. For further confirmation, the same was sent for identification by MALDI-TOF method. The later identified the isolate as E. meningoseptica with score value of 2.216.
As per sensitivity report, he was started on injection cefoperazone + sulbactam along with tablet co-trimoxazole. Although abdominal pain relieved, he continued to have loose stools and cloudy CAPD fluid despite 10 days of antibiotic therapy.
